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AbstrACt
Objectives To identify the success attributions of high-
performing Australian general practices and the enablers 
and barriers they envisage for practices wishing to 
emulate them.
Design Qualitative study using semi-structured interviews 
and content analysis of the data. Responses were 
recorded, transcribed verbatim and coded according 
to success characteristics of high-performing clinical 
microsystems.
setting Primary healthcare with the participating general 
practices representing all Australian states and territories, 
and representing metropolitan and rural locations.
Participants Twenty-two general practices identified as 
high performing via a number of success criteria. The 52 
participants were 19 general practitioners, 18 practice 
managers and 15 practice nurses.
results Participants most frequently attributed success 
to the interdependence of the team members, patient-
focused care and leadership of the practice. They most 
often signalled practice leadership, team interdependence 
and staff focus as enablers that other organisations would 
need to emulate their success. They most frequently 
identified barriers that might be encountered in the form of 
potential deficits or limitations in practice leadership, staff 
focus and mesosystem support.
Conclusions Practice leaders need to empower their 
teams to take action through providing inclusive leadership 
that facilitates team interdependence. Mesosystem 
support for quality improvement in general practice should 
focus on enabling this leadership and team building, 
thereby ensuring improvement efforts are converted into 
effective healthcare provision.
IntrODuCtIOn  
Rising healthcare costs and ageing popu-
lations with chronic diseases stretch the 
resources of health budgets everywhere. 
Cardiovascular disease, cancers, chronic 
respiratory diseases and diabetes are the 
world's biggest killers causing 14 million 
deaths annually in people between the ages 
of 30 and 70 years. WHO member states have 
agreed to reduce non-communicable diseases 
by 25% by 2025.1 
General practice plays a major role in 
prevention by promoting smoking cessation, 
identification and management of risks for 
diabetes and cardiovascular disease.2 Not 
surprisingly, governments have made efforts 
to improve the performance of general prac-
tice. Over the last 25 years, we have seen 
mesolevel Primary Healthcare Organisations 
(PHOs) developing in Australia, Canada, 
the Netherlands, New Zealand, the UK and 
the USA. The purpose of these mesolevel 
PHOs is to implement governmental health 
policies locally by supporting general prac-
tices. Evidence about their effectiveness in 
supporting change in general practice is 
mixed.3–9
Other initiatives have included learning 
collaborative approaches, which were first 
tried in the UK primary care and later in 
Australia, Canada and north-west Europe.10 11 
They proved successful but funding was short 
lived. By comparison with total health expen-
diture, organisational developmental efforts 
have been small and mostly directed at 
providing individual education opportuni-
ties even though there is growing recogni-
tion that training individuals does not result 
strengths and limitations of this study
 ► The study focused on high-performing general prac-
tices identified through objective criteria.
 ► The study included general practitioner, practice
manager and practice nurse perspectives.
 ► All practices had participated in the Australian
Primary Care Collaboratives Programme, which may 
restrict the generalisability of the findings.
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in improvement unless organisational culture itself also 
changes.12
The aims of this study were to identify success charac-
teristics in high-performing Australian general practices 
and to note enablers and barriers that other organisations 
wishing to achieve similar success should consider. These 
were categorised according to known success characteris-
tics of high-performing microsystems.13 Clinical microsys-
tems are the smallest clinical unit where patients and 
their families access care, for example, a general practice. 
The performance of the mesosystem can be no better 
than the sum of the performances of the microsystems, 
its building blocks. The microsystem concept has roots in 
the work of Deming, Senge and Wheatley, who applied 
systems thinking to organisational development, leader-
ship and improvement.13 Quinn in 199214 applied the 
idea of a ‘smallest replicable unit’ (p.13)13 to high-per-
forming service organisations whom he saw successfully 
organised around and engineered their frontline inter-
face with individual customer needs, opening the way for 
its application within healthcare.13
The success characteristics of high-performing clinical 
microsystems were identified in a study of 20 best-quality, 
best-value small clinical units in North America.13 Work 
in applying the microsystem concept in North America 
and in Europe has resulted in a set of tools to drive quality 
improvement through team and organisational develop-
ment.15 The success characteristics included leadership, 
mesosystem support of the microsystems, patient focus, 
community and market focus, staff focus, education and 
training, interdependence of the care team, informa-
tion and information technology, process improvement 
and performance results. These characteristics formed 
the basis of our analysis of high-performing Australian 
general practices.
MethODs
The study was designed to elicit individual perspectives 
on reasons for the success of high-performing practices. 
We were interested in how these success factors aligned 
with a pre-existing framework of success characteristics 
in clinical microsystems.13 The study applied an interpre-
tive theoretical approach. Interpretive studies ‘assume 
that people create and associate their own subjective and 
intersubjective meanings as they interact with the world 
around them’ (p. 5)16 and in this study we accept that 
this includes both participants and researchers. Ethics 
approval for the study was obtained from the Flinders 
University Social and Behavioural Research Ethics 
Committee.
study sample and recruitment
Several filters were used to select high-performing general 
practice clinical microsystems. A national purposive 
sample of 26 practices was selected using the following: 
(1) identification of award winners by Australian General
Practice Accreditation Limited (AGPAL), a provider
of accreditation and quality improvement for general 
practices. Awards were for safety, innovation, consumer 
participation and practice of the year. We also sought 
recommendation from AGPAL staff based on surveyors’ 
practice accreditation visits or ‘Best within Best’ from 
AGPAL nominations of high-performing practices over and 
above the prize winners. AGPAL states 'Practices across 
Australia continue to implement quality improvements 
within their practice to improve efficiencies, processes, 
staff and patient engagement. We share these industry 
achievements with other practices and stakeholders 
to recognise, cultivate and maintain a community of 
quality’.17 (2) Performance in the Australian Primary Care 
Collaboratives (APCC) supported by recommendations 
from APCC staff. Entry to the Collaboratives required 
practices to already have managers, nurses, computer 
systems and evidence of interest in quality improvement. 
Hence, our consideration of quality was by virtue of repu-
tation and participation in quality processes.
Twenty-six practices were approached to participate in 
the staff interviews via email and phone by a medically 
trained, male postdoctoral fellow with no prior relation-
ship with the practices. Twenty-two of the 26 practices 
agreed to participate. The interviews were conducted by 
the postdoctoral fellow (alone), with limited prior expe-
rience of the topic; he in turn was supported by three 
members of the research team steeped in the research 
and practice of quality improvement in primary care.
Data collection and analysis
The research team developed an interview schedule to 
focus on four broad areas: the contribution of the APCC 
on team dynamics and practice nurse roles, characteristics 
of high-performing general practices and leadership and 
cultural characteristics associated with high performance 
(see questionnaire in online supplementary appendix A). 
Participants were apprised of the aims of the research and 
gave written informed consent. Semi-structured inter-
views ranging from 20 to 60 min duration were conducted 
in a confidential manner at each participating practice by 
the postdoctoral fellow. Interviews were audio recorded 
and transcribed verbatim. Field notes were made only 
sporadically and offered brief impressions of practice 
environments and interactions. Cognisant of the time 
demands on participants, interviews were not returned to 
participants for comment and no repeat interviews were 
carried out. The time frame of the study meant that the 
data collection had to be completed before data analysis 
could progress.
The approach to content analysis was to use the a 
priori framework of the research questions as well as to 
apply a microsystems framework to categorise emergent 
concepts. The focal question for this study centred on 
participant perspectives of why their practices might be 
considered ‘high performing’ and, if time permitted, 
most participants were also asked about the enablers and 
barriers that other practices would need to consider if 
they were to replicate their model:
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What are the things that this practice does that has 
enabled you to achieve this level of performance?
What do you think it would take to replicate what you 
are doing? What do you think are the key factors to 
your success —the key lessons for others who would 
like to replicate what you have done?
What are the major barriers to replicating this else-
where? What barriers have you overcome?
The first author coded the transcripts using a deduc-
tive approach based on the success characteristics of 
high-performing clinical microsystems.13 QSR Interna-
tional's NVivo V.11 Software was used to facilitate coding 
and indexing the data.18
results
Twenty-two practices participated in the study. The inter-
viewer conducted 52 interviews with 19 general practi-
tioners (GPs), 15 practice nurses and 18 practice managers 
from April to December 2013. All Australian states and 
territories were represented in the study (table 1).
Identifying success characteristics
Interview transcripts were coded according to the clin-
ical microsystem success characteristics (see table 2 for 
representative quotes); (see also online supplemen-
tary appendix B for further summaries of responses for 
each characteristic). Once completed, the attributions 
coded to each specific microsystem success character-
istic were summed and classified according to profession 
(figure 1).
Frequency of attributions for success and differences by 
professional group
Overall, the most frequently coded success characteristic 
was interdependence which was referred to in similar 
proportions by the three professional groups. This was 
followed closely by patient focus. The least coded success 
characteristic was community and market focus.
Table 1 Participating general practices
No. RRMA* State High performance filters 
Practice 
business model†
Participants Total
participantsGP PN PM
1 4 VIC APCC, nomination GP 1 1 1 3
2 1 VIC APCC, award GP 1 1 1 3
3 1 QLD APCC, high score GP 1 1 0 2
4 1 QLD APCC nomination GP 1 1 1 3
5 1 QLD APCC, AGPAL, award, nomination GP 1 2 1 4
6 4 QLD APCC, AGPAL, award GP 1 0 1 2
7 2 QLD APCC, AGPAL, award GP 1 1 1 3
8 4 QLD APCC, AGPAL nomination GP 1 1 1 3
9 4 NSW APCC, award GP 1 1 1 3
10 1 SA APCC, AGPAL GP 1 1 1 3
11 1 SA APCC, AGPAL, award GP 0 0 1 1
12 1 SA APCC, AGPAL, nomination GP 1 0 1 2
13 5 VIC APCC, award, nomination GP 1 1 1 3
14 5 TAS APCC, AGPAL, award, AGPAL nomination GP 1 1 1 3
15 1 NSW APCC, nomination GP 0 1 1 2
16 1 NSW APCC, award CB 1 0 0 1
17 1 NSW APCC, nomination GP 1 0 0 1
18 4 WA APCC, AGPAL, award GP 1 1 1 3
19 1 WA APCC, award GP 1 1 1 3
20 1 WA APCC, AGPAL, award GP 1 0 1 2
21 1 ACT APCC, nomination C 1 0 0 1
22 5 NT APCC, AGPAL, award C 0 0 1 1
Total 19 15 18 52
*RRMA refers to the Rural, Remote and Metropolitan Areas classification. 1=capital cities, 2=other metropolitan areas, 3=large rural areas, 
4=small rural areas, 5=other rural (not including remote).
†Business model refers to practice ownership: corporate (C), community board (CB) or GP owned (GP).
AGPAL, Australian General Practice Accreditation Limited; APCC, Australian Primary Care Collaboratives; GP, general practitioner; PM, 
practice manager; PN, practice nurse. 
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 p
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, p
ra
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, p
ra
ct
ic
e 
nu
rs
e;
 R
R
M
A
, R
ur
al
, R
em
ot
e 
an
d
 M
et
ro
p
ol
ita
n 
A
re
as
. 
 o
n
 22 April 2018 by guest. Protected by copyright.
http://bmjopen.bmj.com/
BM
J O
pen: first published as 10.1136/bmjopen-2017-020552 on 10 April 2018. Downloaded from 
5Dunham AH, et al. BMJ Open 2018;8:e020552. doi:10.1136/bmjopen-2017-020552
Open Access
Practice nurses’ attributions of success were equally 
most frequently coded under leadership and interdepen-
dence. Practice managers followed a similar pattern with 
their explanations coded most frequently under leader-
ship, followed by interdependence. The most frequently 
coded success characteristic among GPs was patient focus 
followed by interdependence. The least coded success 
characteristic for practice nurses was community and 
market focus, while performance results, community and 
market focus and education and training featured equally 
the least for practice managers. The least cited success 
characteristics for GPs were leadership and organisa-
tional support.
‘We are not perfect’
While most participants readily accepted their ‘high-per-
forming’ label, there were a couple of exceptions. The 
first noted the importance of continuous learning:
I’m going to be honest: we’re not perfect …Some I 
think are more up to date than others and that’s a 
reflection of maybe professional development, teach-
ing students, courses, conferences; some will do more 
than others. (GP, RRMA 4)
Another while dodging the label ‘high-performing’ 
highlighted the importance of being focused on patient 
care:
I didn’t know that we were so high performing, let’s 
put it that way. I guess what we want to do is we want 
to achieve the maximum of the patient outcomes, 
you know, patient care. That’s what we’re all there 
for, you know, all the doctors are there for. We don’t 
want to be just ticking along and doing a job and go-
ing home. (GP RRMA 5)
Identifying enablers and barriers
Of the 52 participants, 41 individuals representing 18 
practices were asked questions about barriers and enablers 
that might impact on other practices wishing to emulate 
their success. Enablers and barriers were coded under the 
clinical microsystems success characteristics (see table 3 
for representative quotes). Barriers were couched in 
terms of deficits in, or limitations of the success character-
istics. Further summaries of the responses can be found 
in online supplementary appendix C.
Enabler responses were most frequently coded under 
leadership, interdependence and staff focus; the least 
frequently coded were performance results, community 
and market focus and education and training (figure 2). 
GP nominated enablers were most frequently coded under 
leadership (in contrast to their attributions for success); 
practice managers’ enablers were most frequently coded 
under staff focus, while for practice nurses, interdepen-
dence was most frequently coded.
Figure 1 Attributions for success by professional group.
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The barriers identified by participants were most 
frequently coded under leadership and organisational 
support, followed by staff focus, with performance 
results, education and training and community and 
market focus mentioned least (figure 2). Leadership 
was again the most frequently coded characteristic for 
GPs; for practice manager responses, staff focus was the 
most frequently used code; barriers identified by prac-
tice nurses were equally most frequently coded under 
leadership, organisational support, staff focus and 
interdependence.
DIsCussIOn
When asked what made them a high-performing prac-
tice, participants most frequently articulated ideas that 
were strongly related to interdependence, patient focus 
and leadership (followed by staff focus). Nominated 
enablers were also attributed most frequently to leader-
ship, followed by interdependence and staff focus. While 
the focus on these human characteristics might demon-
strate social desirability bias (the desire to answer in a 
way that would be perceived favourably) and self-serving 
bias (aiming to maintain and enhance self-esteem) by 
highlighting participants’ own role in accomplishing 
success, the significant role that each plays in ensuring 
continuous improvement needs to be recognised. The 
honesty and trust demonstrated in references to the 
importance of interdependence have helped to create 
cultures of learning and improvement where they can 
collectively improve things and where hierarchical 
boundaries need not apply so widely.19 20 Inclusive teams 
require the inclusive leadership described by Nembhard 
and Edmondson21:
Our research suggest leader inclusiveness—words 
and deeds by leaders that invite and approve others’ 
contributions—can take nature off its course, help-
ing them to overcome status’ inhibiting effects on 
psychological safety…. We thus suggest that active, 
inclusive behaviour on the part of physician lead-
ers may be an essential means of facilitating others’ 
meaningful engagement in team-based quality im-
provement work. (p. 958)
Leadership holds a prominent place in our collec-
tive consciousness and has been recognised as a way in 
which we understand and make sense of organisations.22 
Gerstner and Day describe an employee’s relationship 
with their leader, supervisor or boss as ‘a lens through 
which the entire work experience is viewed’ (p. 840).23 
Those who were not positioned as overall practice 
leaders (most practice managers and practice nurses), 
were much more likely to provide reasons for success 
that could be coded to leadership. Leadership may be 
a salient success characteristic for practice managers in 
particular as they depend on the support of the practice 
leadership to initiate organisational change. GPs may 
have omitted to mention this success factor because S
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they assume it, or are reticent to ‘talk themselves 
up’. GPs most frequently nominated leadership as an 
enabler demonstrating that they do not underestimate 
its importance, while they most frequently attributed 
success to having a patient focus. This patient focus 
may also be communicated in other ways including as 
a vision to inspire their teams to high performance, a 
characteristic indicative of effective leadership styles 
such as transformational leadership.24 25 At the same 
time, the leader-consciousness of team members other 
than GPs is a reminder of the need for practice leaders 
to demonstrate and set the tone for inclusiveness.
While we do emphasise the importance of leadership 
in this section, all team members in effect, contribute 
to success and this is underlined by attributions made 
by all roles to ‘interdependence’. We also acknowledge 
that leadership was referred to in terms of the GP role 
and attributed to other staff who headed up various 
teams within the practice, for example, practice nurses. 
Healthcare transformation is said to emerge from the 
persistent accumulation of small gains made at the 
microsystem level, the result of internal design work 
carried out by a multidisciplinary team.26 Those teams 
need to be empowered to lead change efforts, to create 
shared norms and values aligned with organisational 
goals and to incorporate routinised processes of change 
that involve a shared vocabulary and understanding.26 
As Bohmer notes ‘in effect, instead of taking their work 
context as a given, staff actively create the local system 
needed to provide the best possible care’ (p. 711).26
Practice leaders could also note that while participants 
often acknowledged barriers to success in terms of the 
cost and time involved in various initiatives, they also 
tended to frame these costs as a necessary ‘investment’ 
in order to achieve long-term returns. Examples included 
educating medical staff for future roles as GPs and invest-
ments of time or finance made across a number of prac-
tice areas. This tendency might illustrate the optimism 
and ‘calculated risk taking’ that are said to comprise resil-
ience, a noted habit of ‘improvers’.27 This mindset may be 
a key enabler for those wishing to model themselves on 
these high-performing practices.
The participating general practice teams show inno-
vation, creativity, motivation and high morale, but 
they would be the first to say that there is room for 
improvement. Our study suggests that consideration 
of community and market focus may be least in the 
minds of even high-performing practices. There was 
some frustration expressed about the lack of mesolevel 
support for community outreach initiatives. Informa-
tion technology was also cited infrequently as a reason 
for success, although cited moderately frequently as 
an enabler. There is frustration with the performance 
of information technology in Australian general prac-
tice which while solving some problems, is also seen 
to generate others28 and there is a perception of low 
Figure 2 Identified enablers and barriers by professional group.
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levels of support for this area from mesoorganisations.29 
Perhaps then it is no surprise that organisational (or 
mesosystem) support was the second least coded reason 
for success. Indeed, support was not attributed to the 
mesoorganisation but to APCC and AGPAL. The support 
offered by the APCC in the form of training and devel-
opment, and support for improvement and innovation 
was mentioned frequently as an enabler. While acknowl-
edged as a significant resource, participants also identi-
fied perceived and real barriers to participation in this 
programme for other practices. Unfortunately, the most 
significant barrier is that funding for the APCC has been 
discontinued since the time when the interviews were 
conducted, leaving a gap in the system which needs to 
be filled especially as APCC was so valued by practices. 
The lack of mesosystem support was also illustrated in 
terms of time and cost barriers identified for many of the 
‘success characteristics’. While many of the participants 
were committed to investment of both resources with 
a view to long-term positive outcomes, these still pose 
very real obstacles and may indicate ‘outmoded theo-
ries of control’.3 Alternative strategies may be called 
for. In response to the burden from chronic disease, a 
number of countries including Australia, Canada, New 
Zealand and the USA are moving towards patient-cen-
tred medical homes also known as healthcare homes.30 
A similar Dutch development has been made through 
bundled payments.9 One US study found that many 
practices were not yet ready to perform as patient-cen-
tred medical homes31 and the situation may not be any 
better in other countries. A look to alternative models 
might address unsatisfactory mesosystem support, 
something that is considered a weak link in delivery of 
high-performing primary care.32
The findings of this study acknowledge that while 
more satisfactory mesosystem support to facilitate 
improved performance is desirable, it is not enough; 
these strategies do not guarantee operational change at 
the microsystem level; it is the structures and processes 
at practice level that ultimately govern delivery of 
care.26 The success characteristics of high-performing 
microsystems provide a template for guiding general 
practices towards structures and processes that are likely 
to result in effective provision of care. General practices 
can assess themselves using the Microsystem Assessment 
Tool and set their own priorities for development.15 
Mesoorganisations should consider internal training 
to better facilitate practices in line with microsystem 
success characteristics. One such training programme is 
the Dartmouth Clinical Microsystem Curriculum.13
All our high-performing practices had been part of 
the APCC programme, limiting the generalisability of 
our findings. The interviewer may have been subject to 
an observer-expectancy effect that may have resulted 
in subconsciously prompting participant responses of 
particular success characteristics, even though partici-
pants were not given access to the microsystem success 
characteristics when giving their responses. A single 
coder analysed the data and the decision to take a deduc-
tive approach may evoke a confirmation bias, whereby 
interview text was possibly coded incorrectly in order to 
confirm the expected validity of the clinical microsys-
tems success characteristics. While the responses given 
by participants were categorised according to the clin-
ical microsystems success characteristics, other salient 
characteristics may exist, for example, some of the 
demographic factors outlined in table 1. Context is 
important in health systems. Answers given by these 
Australian practices may vary from the views in other 
countries, especially in relation to the performance of 
mesolevel organisations and IT.
We acknowledge that the attributions of these 
high-performing practices are still subjective explana-
tions. As mentioned previously, the tendency to nomi-
nate human characteristics as the reasons for success 
may be due to social desirability and self-serving bias. 
Other parts of the interview used in this study consis-
tently yielded information about improvements or inno-
vations practices had made that seem to support the 
external recognition given to them, and these accounts 
are planned for a later publication. These included, for 
example, finding new ways to serve the needs of their 
community to greater efficiencies in handling informa-
tion and to giving all practice personnel a voice in deci-
sion making. In addition, while the attributions made 
would seem to indicate likely contributions to success, 
if we were to also include poor performing practices in 
our study we might find that they too report some of the 
same characteristics that high-performing practices do, 
while their weaker performance on other characteristics 
impinge on their overall performance. As in the case of 
the participating practices, poor performing practices 
will not be strong in all of the success characteristics. It 
may be that the areas they are weak in (eg, leadership) 
undermine the strengths they do have. Furthermore, 
there may be other characteristics that can be attributed 
for the success of these practices that were not known 
or articulated by participants in the study. Finally, while 
we have tried to provide an external benchmark of 
high-performing general practices through the criteria 
described earlier in this paper, we acknowledge that 
there are other definitions of high performance that 
might lead to other general practices being included 
in such a study. For example, a patient and consumer 
group’s view of what constitutes high performance in 
general practice is an obvious consideration for future 
research.
The study’s results suggests that human dynamics 
remain at the forefront of our thinking in change 
management initiatives with learning and development 
approaches that harness these dynamics effectively as 
paramount. The key ingredients for success are a clin-
ical microsystem consisting of inclusive leadership 
and an interdependent team who are committed to 
‘improvement and innovation’ and who are empowered 
to accomplish just that.
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